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This article describes the cultural reestablishment of midwifery as a profession in the US and its scope of practice growth over the last 30 years. Nurse-midwifery has incorporated emerging technologies while maintaining traditional, low technology skills to become a holistic profession that provides a full range of women's health services. Chinese midwifery has potential for growth and may be able to use nurse-midwifery in the US as a model for development.
I. LITERATURE REVIEW: THE RE-PROFESSIONALIZATION OF MIDWIFERY IN THE US THROUGH A NURSE-MIDWIFERY MODEL BASED ON BRITISH MIDWIFERY
Anthropology, midwifery and feminist literature well document the anti-midwifery movements by US physician groups starting in the 1800s, as physicians sought to professionalize medicine and secure regular incomes. Midwives were labeled uneducated, dirty and unsafe with states promulgating laws against midwifery practice. As the numbers of physicians increased, more medical education experiences within hospitals were needed. This combined with the belief that home birth was unsanitary and unsafe, pushed birth into hospitals. In the post-World War II British model, registered nurses studied another year to become midwives. British midwives provided prenatal care, attended home and hospital births, and visited mother and new-born at home for 28 days following the birth. They provided this care autonomously under their own registration and filled the niche of the physician in prenatal care, labor and birth care, and post partum care of the mother and new born. British births moved from home to hospital parallel to the American movement and following the institution of the British National Health Service. As births moved into hospitals, British midwives expanded their practice to fill the niche occupied by registered nurses in other areas of medicine.
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For example, on medical wards, physicians directed plans of care while nurses provided for the day to day healing needs of patients. In labor and birth wards, midwives both directed plans of care and provided the day to day needs. Midwifery management and day to day care of the motherinfant dyad extended in to the nurseries of the day, the postpartum wards and for 28 days of home visits for mother and baby following hospital discharge. Physicians were consulted for maternal or newborn illness that required medications or when forceps or surgical births were necessary.
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Midwifery in the UK grew within the National Health Service's universal access to care system. Educating non-surgical midwives to attend most births is the most economical model as at least 75% of women will not need a physician for illness during pregnancy or a surgical obstetrician for birth. Most British midwives were and remain salaried employees of the National Health Service. 8 Responsible to the British people for safe and economical healthcare, the British government changed the basic model of midwifery education from post-nursing study to three year, direct entry nonnursing midwifery in 1992. Like the United Kingdom, Chinese midwifery professionalized through increased education.
II. CHINESE MIDWIFERY: FROM TRADITION TO WESTERN INFLUENCE
China has a thousand year history of assisted birth. Wenpo, an individual with extensive experience supporting pregnancy and birth, was the earliest name for midwife. The wenpos did not have formal medical education and were seen as dirty and unsafe, placing them low in social stature.
The first female medical college in China with a maternity ward was established in Guanzhou City in 1901.The physicians were dedicated to improving the health of women in the community. The Yale-China Association helped to establish the Xiangya School of Nursing in 1911. The School had two majors: nursing and midwifery. Xiangya School of Nursing is one of the earliest midwifery education programs in China. 13 Yang Chongrui established the first advanced midwifery technical school in Beijing in 1929 after attending Johns Hopkins University as a visiting fellow. This Beiping First National Midwifery School had two aims. First, re-training lectures were opened for the wenpos to standardize education, measure education by exam and certify the midwives. Few wenpos were able to pass the exam and obtain the midwifery certificate. The second aim was to develop midwives capable of advanced practice. Yang Chongrui set completion of middle school as an admission standard. Between 1929 and 1939, the midwives completed 133,037 outpatient clinic visits, attended 33,000 births in the hospital and 13,448 at home. Midwives had formal education and were certified. The law defined midwifery scope of practice and outlined the different responsibilities between midwives and obstetricians. 16 Midwifery was an independent profession, separate from nursing and obstetrics, trusted by women. Independent midwifery greatly expanded between 1928 and 1949 with 13,900 midwives certified. 17 These certified midwives were mostly found in large cities with the wenpos still the major birth attendants in suburban and rural areas. Unlike China, where midwifery developed within urban areas, nurse-midwifery in the US developed in rural areas where there were few obstetricians.
III. ADAPTING THE BRITISH MIDWIFERY MODEL TO AMERICAN CULTURE
During the 1940s and 1950s, nurse-midwives in New York, Kentucky, Alabama and New Mexico and a few other states followed women needing care as US births moved from home to hospital. 18 19 In the fee for service model existing during the development of US nurse-midwifery, nursemidwives, like obstetricians, had to attend numbers of patients and provide diverse services to earn their income by billing for services. This coupled with the dearth of obstetricians in the rural US, pushed expansion of nursemidwifery skills to replicate those of US obstetricians. Unfamiliar with European autonomous midwives, US health administrators and policymakers constrained the growth of nurse-midwifery by viewing nursemidwives as physician assistants. In an organizational model that persists to this day, US nurse-midwives provided prenatal care and followed women into hospitals to direct care and attend the birth while registered nurses provided the day to day care on labor, nursery and postpartum units. US nurse-midwives often followed the practices of physicians to be accepted into hospital practice, such as using inhaled anesthetics during labor, pudendal anesthesia and episiotomies.
The American College of Nurse-Midwives (ACNM) founded in 1955 was the first national organization to represent nurse-midwives. 
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The Core Competencies divide practice into domains that include antenatal care, intrapartum care, postpartum care, newborn care and gynecology among others. Specific skills and competencies are listed within each domain. The Core Competencies are used by professional organizations and state and federal government agencies to define midwifery practice.
From the 1930s through the 1980s, opposition to nurse-midwifery practice was almost universal among US physicians and maternal-child nurses, who felt that nurse-midwives were practicing medicine. The most frequent reason for hospitalization among women aged 12-40 is childbirth.
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Obstetricians had anesthesia, forceps, surgery, blood transfusions and antibiotics to convince women that their scientific practice could produce better births. If nurse-midwives could care for women safely, physicians stood to lose economic and social power. Accustomed to healthcare hegemony, organized medicine worked to constrain nurse-midwifery expansion by regulating state practice laws, demanding midwifery supervision by physicians, passing anti-home birth laws, outlawing prescriptive authority for midwives and denying midwives access to hospital practice. In spite of medical opposition by 1980, nurse-midwifery practice was legal in all 50 states and US territories and by 2000, nurse-midwives had some form of prescriptive authority in all states. 23 New York's Maternity Center Association brought Dr. Grantly DickRead to teach prepared childbirth to its midwives and physicians in 1947. 24 Dick-Read taught that fear in birth caused tension that caused pain, causing more fear in an escalating cycle. Conditioned relaxation was used to cope with pain in labor. Instead of receiving twilight sleep and being strapped to delivery tables, women using the Dick-Read method were active participants in their births.
Nurse US nurse-midwives joined women in opposing physician led, medicalized birth. This union led to the proliferation of many childbirth innovations opposed to the medical model of care: Unmedicated birth, family centered birth, home-like hospital birth rooms, mother-baby rooming in, early hospital postpartum discharge, and a resurgence in breast feeding knowledge and support. US nurse-midwifery was a culture of resistance to medicalized obstetrics. 25 American midwifery was the repository of knowledge related to physiologic birth and low technology perinatal care. Nurse-midwives believed that women had the right to choose the style and place of their births and worked within established biomedicine to make these options available. Midwifery journal articles, educational workshops and educational program curricula refined and promoted low technology birth support to resist the medicalization of birth.
An example of this resistance was nurse-midwifery's refusal to participate in non-evidence-based, ritualized medical treatments such as labor enemas, perineal hair shaves and episiotomies. According to Frankman and Wang, the rate of episiotomy with all US vaginal deliveries decreased from 60.9% in 1979 to 24.5% in 2004. 26 This drop in episiotomy rate follows women's demands for more natural births and practicing nursemidwives having the skills to assist a birth with few perineal lacerations. In 2010-11, only 8.3% of British vaginal births had an episiotomy. 27 The US/UK discrepancy is explained by the number of vaginal births attended by midwives: Almost 85% in the UK and approximately 12% in the US. 28 29 During the 1980s, many US academic centers hired nurse-midwives to provide care on teaching units and teach new obstetricians physiologic birth skills. Increased numbers of nurse-midwives teaching in academic medical centers is positively related to the decreased use of episiotomies in the US.
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US nurse-midwives also resisted the labor-numbing effects of epidural analgesia which was the obstetrical analgesia of choice by 1990. A 2011 brief from the National Vital Statistics Reports surveyed 27 states finding that 61% of women used epidural anesthesia for labor pain relief. 30 Nursemidwives learned to manage labors using epidural analgesia but resisted its use due to complications such as lack of mobility for the mother, obliteration of the urge to push, and an increase in cesarean birth. Epidural analgesia added expense to labor as it is managed by anesthesiologists or nurse anesthetists, prolongs labor using more nursing time, and requires continues fetal monitoring. As the popularity of epidural analgesia spread, nurse-midwives maintained traditional British midwifery skills in low technology birth support to be able to offer women choices for coping with labor including acupressure, hydrotherapy, and position changes.
IV. INCREASING THE SCOPE OF US MIDWIFERY PRACTICE
Approximately 750 nurse-midwives had been educated in US programs by 1963. The European midwifery model followed by the United Kingdom has a bachelor's degree in midwifery, separate from nursing, as the entry preparation to basic midwifery practice.
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As nurse-midwifery in the US expanded scope of practice, the entry education level was increased to a master's degree in nursing or midwifery to more closely match the educational level of other US healthcare providers. 35 During this era, the American College of Nurse-Midwives developed a direct entry model of midwifery education, the certified midwife, which did not have nursing education as a pre-requisite and matched the European direct-entry midwifery model of education. 36 However, instead of educating midwives at the bachelor's degree level as is done in Europe, the certified midwife is educated at the master's level. A certified midwife has the same post-nursing education as a nurse-midwife, takes the same national certification exam and has the same scope of practice. Even with master's degree preparation, a 2016 AMERICAN NURSE-MIDWIFERY 725 nurse-midwife could be educated in 3-6 years, much less time than the 4 years of medical school and 4 years of residency for an obstetrician/gynecologist. US federal and state governments are financials supporters of healthcare provider education. Preparing nurse-midwives in the place of obstetricians for general practice is cost-effective. Nurse-midwives further expanded care during the 1990s following federal support for the education of primary care providers. Initiated during the 1960s by the American Medical Association's Mills Report, the movement called for a primary physician for every individual. 37 The original intention was for the primary care physician to be a family practice physician. A shortage of generalist physicians, caused in part by physician selection of high revenue generating specialties such as cardiology and orthopedic surgery, delayed the growth of primary care until the nurse practitioner movement started producing primary care advanced practice nurses. Nurse-midwifery expanded scope of practice again to include the provision of primary care for women.
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Currently 33.1% of nurse-midwives include primary care in their clinical practice. 39 The American College of Nurse-midwives successfully lobbied to be recognized as primary care providers by Medicare and Medicaid and currently lobby for equal payment for work through S.2694 Ensuring Access to Primary Care for Women and Children Act that would be amended to the Affordable Care Act. 40 41 The expansion of midwifery scope of practice into primary care enabled US nurse-midwives to occupy the niche of obstetricians in low risk pregnancy and birth when surgery was not needed but further shifted the model away from British midwifery's scope of practice (Figure 2 ).
